Philadephia, are also recorded. This last case is very similar to mine, but was apparently slower in onset and lasted longer. The notching of the vein observed by me does not seem to have been present in either of these cases.
light or the hair in a painting brush. The pupil recedes most up and in; down and out, out and up and out, a broad area of iris tissue remains unretracted.
RNV. 6/5. No Hm. L.V. 6/5. No Hm.
There is about 0-5D. of latent hypermetropia in each eye. B.E. pupils active. Fundi normal. T.n. No squint.
The left pupil is normal in shape and position, and dilates uniformly and fully under mydriasis.
ICase shown at the Oxford Ophthalmological Congress, 1917 . It was examined by most of the members present, both before and after the instillation of homatropin.
No exception was taken to my view that it was an instance of genuine secondary pupil and not of diplocoria.
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The patient has no b rothers and sisters, and is not aware of any relations having a similar abnormality.
Remarks
In the chapter on congenital abnormalities, in Vol. III, Part 1, p. 801, of his " Pathology of the Eye," Parsons says: " Polycoria is the condition in which there are holes in the iris.
They are not true pupils since they have no sphincter. The name should be restricted to actual holes in the iris, and should not include divisions of the pupil by bands of persistent pupillary membrane, bridge colobomata, etc. Diplocoria, or two pupils, is the commonest condition. . . Franke distinguishes two groups: -(1) Rounded or slit-shaped holes near the pupillary edge; (2) holes at the ciliary border, resembling iridodialyses or colobomata.
The false pupils, having no sphincter, do not react to light, but vary in shape passively under the pupillary movement.
The condition is found associated with minute anterior synechiae (Treacher Collins), typical coloboma of the iris in the other eye (Schapringer), corneal Qpacities, congenital cataract, and coloboma of the choroid."
Now the question arises: Is the present case one of mere diplocoria, or of genuine double pupil? In this instance the condition is unaccompanied by any of the above enumerated associate abnormalities: viz., anterior synechiae, typical coloboma of the iris in the other eye, corneal opacities, congenital cataract, and coloboma of the choroid.
It is obviously not an example of bridge coloboma of the iris or of persistent pupillary membrane. Under normal conditions there is no obvious aperture but only pigmentation to mark its position. If its dilatation and contraction under the influence of light were passive and dependent on the reactions of the other pupil, one would expect it to contract when the plupil dilates and to dilate when the pupil contracts. But the reverse is the case. Again, when the pupil is well dilated by means of a mydriatic, the aperture in question, instead of becoming obliterated in the furled tissue of the iris, becomes large enough to let a distinct red reflex through. These considerations lead one to look upon its reaction to light as active and not passive. Furthermore, the peculiar retraction of the iris in the various directions under mydriasis points to its having a sphere of influence of its own as distinguished from that of the main pupil. The possession of a pigmented border by it as by a normal pupil and the peculiar arrangement of the iris fibres in its neighbourhood, when considered with its behaviour to light and mydriatics, make it highly probable that it is provided with a NOTE ON RECORDING VISUAL ACUITY2 sphincter. Of course in the absence of anatomical examination, no direct proof of the presence of a sphincter is possible.
All the points considered make out a strong case for the condition here being looked upon as one of genuine secondary pupil.
My 
